Aim: The aims of this study were to: (i) determine the ways in which non-hospital placement settings are used for individual case management clinical placements in dietetic education and (ii) examine the extent to which students can develop individual case management clinical competencies in non-hospital placement settings. Methods: A sequential mixed methods approach was used. Quantitative data were obtained from an online questionnaire conducted with placement coordinators from all 15 Australian universities with accredited dietetics programs. Qualitative data were obtained from a focus group with eight experienced clinical supervisors who had viewed 11 audiovisual recordings of student/dietitian encounters with clients in non-hospital settings and assessed them against entry-level competencies. Data were analysed using descriptive statistics and content analysis. Results: Placement coordinators from 10 of the 15 accredited universities responded, with most universities (8/10) using hospitals for the majority of their individual case management clinical placements. Seven of the ten universities used non-hospital settings but only for a small proportion of students (≤25%) and for short durations (one to two weeks). The experienced clinical supervisors agreed that primary health-care clinics and residential aged care facilities provided appropriate practice settings for student dietitians to demonstrate individual case management clinical competencies. Conclusions: To align with the national health-care agenda and workforce demands, this research supports the expansion of clinical placement settings to also include non-hospital settings. The influence of context on competency development requires adjustments to be made for the nuanced practice differences in these settings.
Introduction
National health reform and health workforce development is central to meeting the needs of Australia's current population, particularly in terms of the reallocation of the workforce to underserviced areas. 1 The ageing population and the increases in chronic disease are driving a move towards a consumer-driven, integrated health-care system with an expanded role for interdisciplinary primary health-care services, 2 including dietetics.
Clinical placement experiences prepare and influence graduates' future careers. 3 A practice hierarchy has been identified in dietetics, with a strong perception that the 'gold standard' for clinical training in individual case management (ICM) is the hospital setting. 4 The accrediting body in Australia specifies that: 'Ten to twelve weeks full-time (or equivalent, with a minimum of ten weeks) is essential to develop the skills required to meet the competency standards for safe practice in managing nutrition care of individuals. At least four weeks of this period should be undertaken in a clinical setting in a hospital where at least two fulltime equivalent dietitians are employed. Placements within private practice and clinics not part of the public health system may also be undertaken provided they meet the supervisory and assessment requirements (p. 12).' Despite the 'gold standard' perception, there are limitations to placing students in the hospital setting. With decreasing length of patient stay and increasing patient complexity, the appropriateness of the hospital environment to develop competence in client-centred counselling is questionable. 6 Clinical placement programs need to prepare graduates for employment in new and emerging areas of practice. 7 Areas of growth in the dietetics workforce, rather than being in the hospital setting, include residential aged care, private practice and wellness programs. 8 Clinical placements in the aged care setting have the potential to produce graduates with a greater understanding of ageing and aged care. 9, 10 The addition of aged care and primary health experience could provide the workforce flexibility critical to the national health reform agenda. 11 Student dietitians are required to demonstrate the National Competency Standards for Entry-Level Dietitians in Australia 12 in order to graduate. Developed by the Dietitians Association of Australia (DAA), these standards comprised nine units of competency with Unit 4 pertaining directly to the practice area of ICM ( Figure 1 ). Unlike other health disciplines, dietetics does not have a national assessment tool, with assessment processes subsequently within the purview of each university. 5 Academic dietitians in Australia have called for more scholarship and debate relating to the role of clinical placements in the development of ICM competence in dietetics. 13 This research aims to address this evidence gap by: (i) identifying the ways in which Australian tertiary dietetics programs are using non-hospital settings for ICM placements and (ii) examining the extend to which students can develop ICM competencies in non-hospital placement settings.
Methods
A sequential mixed methods approach was used to allow a more comprehensive exploration of the applicability of non-hospital settings for ICM clinical placements. Stage 1 provided a national context and informed the methods (sampling and research instrument) used in stage 2. A reference group was established with health sector, academic, regulatory, student and consumer representation to provide advice on the direction of the study and ensure its relevance to current practice. Feedback was provided on the scope of the project, the methodology and the interpretation of the results of the study. The University of Canberra's Committee for Ethics in Human Research approved the study ) that conforms to the provisions of the Declaration of Helsinki. The methods and results will be presented sequentially for each stage of the study and then discussed together.
Method (stage 1):
In December 2012, all 15 universities offering accredited dietetics programs were identified from the DAA website. Placement coordinators for the ICM placement programs at these sites were invited, via email, to participate in an online survey about their use of non-hospital settings and assessment practices for ICM placements. Participation was voluntary and confidential. Completion of the online survey implied consent. A follow-up telephone call was made to all participants to confirm their role in placement coordination and to clarify their understanding of the research project. The online survey consisted of demographic questions (two items) and a purpose built instrument-the Dietetics Placement Mapping Questionnaire (DPMQ: Figure 2) .
Consultation was sought in the development of the DPMQ from three researchers familiar with competency assessment literature and practices and/or dietetic placement accreditation requirements to achieve content validity. Two university staff with experience in dietetics placement coordination pilot-tested the draft survey. This resulted in minor modifications to the survey. To maximise the response rate: (i) the DPMQ was designed to be user-friendly ( 14 Stage 2 was conducted as part of a larger study involving a three-round modified Delphi study. The larger study used an online survey interspersed with controlled feedback and a focus group discussion to achieve consensus on 11 assessments of student/dietitian consultations as observed from audiovisual recordings. These consultations were pre-recorded with permission of all parties within a university clinic that provided outpatient clinics and services to aged care facilities. No validated dietetics ICM assessment tool was identified for use by clinical supervisors in stage 1. Unit 4 of the DAA National Competency Standards for Entry-Level Dietitians in Australia (Table 1 ) was therefore used as the criteria to assess the students' performances.
Data from stage 1, demonstrating the key role played by clinical supervisors in the assessment of student competence during their ICM placements, supported the purposeful In round 2 of the modified Delphi study, the eight clinical supervisors were asked to identify any performance critiera from the Unit 4 Competency Standards that they felt could NOT be demonstrated in an outpatient setting or residential aged care facility. These responses formed the structured protocol used to direct the focus group discussion.
The focus group, held with the same eight clinical supervisors, began with a scripted introduction outlining the research and ethical considerations. The moderator, a dietitian with experience in clinical education as well as in focus group facilitation, led the discussion together with a research assistant who acted as a scribe. The focus group was audiotaped and transcribed verbatim to maintain the integrity of the participants' responses. The transcript was analysed for content that related specifically to the development of ICM competence in non-hospital settings. Direct quotes are presented as data to support the identified themes.
14 In addition, both the facilitator and the scribe independently prepared summary reports from the discussion, with consensus in the contents of the two reports achieved. These reports were provided to the participants a week after the focus group.
Results

Results (stage 1):
A response rate of 67% (10/15) was achieved for stage 1 with university representation covering all Australian states offering accredited dietetics programs. In total, 361 students were enrolled in the final year of these programs (mean = 36 ± 21.5). Accredited Practising Dietitians (APDs) employed by the health services played a key role in assessing student dietitians during ICM placements. A designated clinical educator was reported by all but one of the universities. Clarifying comments suggested that in most cases, university faculty only became involved in the process of student assessment, when students had been identified as not meeting competency within the intended placement period (n = 3).
Most placement coordinators reported that multiple sources of evidence were used to explain their assessments of student competence. This included student reflections (8/10), portfolios (6/10), case presentations (written and oral) (6/10), workplace clinical assessments 3/10, peer assessments 2/10 and direct observations by clinical supervisors 10/10. Most (9/10) universities provided supervisors with assessment tools. Four different universities provided seven assessment tools. The assessment tools included individual nutrition counselling forms (n = 2), a casemix form (n = 1), a chart entry checklist (n = 1), a professional development assessment form (n = 1) and a clinical placement (n = 3) . In most instances, these forms were structured around the nutrition care process and used learning objectives rather than the competency standards. All forms included a tick box to rate performance and space for qualitative feedback. A four-point rated scale was used to consider the difficulty/cooperation of the client on both the nutrition counselling forms. One university did not supply their forms but indicated that they used multiple assessment tools including direct observations based upon Calgary Cambridge Guide to the Medical Interview, end of week feedback forms, and forms derived directly from the competency standards.
Most universities (n = 8) reported using hospital settings for the majority (≥75%) of their ICM placements. The most frequently reported non-hospital setting was an outpatient clinic on a hospital campus. In most instances, these settings were in an urban location, and used for short (one to two week) durations (Table 2) . One university used a student-led clinic that provided outpatient services and services to aged care facilities, both in a rural and in an urban setting. One university indicated plans to modify their placement model: 'We are looking at modifying this to include GP Super-clinics and future university-based clinics.' Most universities (n = 7) reported using non-hospital settings for a small proportion of each student cohort.
Reasons provided for using the traditional hospital model for ICM placements included sufficient placements in hospital settings (n = 7), preference of the DAA (n = 4), student preference for hospital placements (n = 3), and not having explored non-hospital placement options (n = 1). Three placement coordinators commented that non-hospital settings did not offer students an equivalent experience to develop and demonstrate competency when compared to a hospital setting. Two placement coordinators reported that Health Workforce Australia (HWA) funding had led to an increase in the use of non-hospital settings for their universities.
Results (stage 2):
In stage 2, one male and seven female clinical supervisors participated in the focus group. Most (five out of eight) had more than 10 years experience as a dietitian and more than six years experience in supervising students. Four had experience in an outpatient setting but only two had worked in a residential aged care facility.
In round 2 of the modified Delphi Study, all eight participants had agreed that all elements of ICM competency and their related performance criteria could be demonstrated in a residential aged care facility and that elements 4.2 (Determines nutritional status using assessment data), 4.3 (Makes appropriate nutrition diagnoses) and 4.6 (Implements nutrition care plan in collaboration with client or carer and other members of health-care team) could be demonstrated in an outpatient setting. The students' documentation from each consultation was not included in the study and therefore the element of competency 4.8 (Documenting and communicating all stages of the process) could not be directly assessed. The clinical supervisors, however, agreed that this competency would be assessable in real-life outpatient and aged care settings. A summary of the clinical supervisors' views from the focus group with regard to the opportunities to demonstrate the elements of competence 4.1, 4.4, 4.6 and 4.7 in an outpatient setting are outlined in Table 3 .
Subtle differences in competency development in nonhospital settings, compared to hospital settings, emerged during the focus group discussion. The nuances emerged in relation to the emphasis on malnutrition assessment and the need for holistic assessment in aged care, and the focus on counselling skills and the requirement to complete the whole consultation in one sitting in outpatient settings.
Malnutrition screening and assessment was seen as an opportunity for student learning in the aged care setting. A number of participants also emphasised the need to look at the needs of aged care clients in a holistic way including client preferences and quality of life. Referring to the prerecorded consultation between a student and an aged care client, participants commented: 'We have been through this phase in dietetics where evidence based medicine has really been what's on paper, 
Home visits
Community health centre 3 Urban x = 2 ± 1 x = 5.7 ± 3. In the AV recordings in an outpatient setting, the students/ dietitians demonstrated behavioural change techniques:
'She did a few things really nicely, listening, active listening and the clarity in her goal setting was really evident.' (Participant 7)
'The other thing that was really good was how she was able to change track so when the whole thing about the moods came up she went and got the mood diary . . . that was listening to the patient and responding.' (Participant 4)
The focus group highlighted that one of the challenges in working in an outpatient setting as opposed to the hospital or aged care setting is the need to conduct the whole consultation in one sitting. This prevents students from taking time to research a case or consult privately with their supervisors. In an outpatient setting, the reason for the referral may not be evident until the consultation, making it harder for the student to prepare. Students also have to transition directly from their data collection, through assessment to their treatment plan. The panel recommended scaffolding approaches such as prompts, questioning or 'think-alouds' to support the student's learning in this setting.
Discussion
This study provides valuable insight into the practices currently used by Australian dietetics programs for ICM placements. It provides evidence that most universities are relying upon the hospital sector to provide the majority of the 10-week ICM placements in dietetic education programs. Despite HWA funding opportunities in exploring nonhospital sites, most universities reported using non-hospital settings for a small number of students and for short durations even though DAA only mandates four weeks in the hospital setting. The participants felt that students, academic staff and the professional association perceived disadvantage for students being placed in non-hospital settings. No rationale was offered by participants for this perspective. The key finding from the focus group was the agreement by the experienced clinical supervisors that students can develop and demonstrate entry-level competence in ICM in non-hospital placement settings including residential aged care facilities and outpatient clinics. This result challenges the perception that the hospital setting is the 'gold standard' for clinical training. This is consistent with the findings from other disciplines. For example, within medicine, nonhospital placement experiences have resulted in comparable student performances. 15 A systematic literature review of medical students completing placements in community settings 16 reported that the students exhibited a more holistic approach to health care, increased clinical proficiency scores, better mastery of rapport building and a more effective patient encounter routine. Developing ICM competencies in non-hospital settings Evidence for successful behaviour change no longer supports the traditional model where the dietitian is the expert who provides advice and instruction. 17 Cant and Aroni 18 highlighted the limited time allocated to the adequate development of communication and counselling skills in some dietetics programs. Through viewing and assessing the AV recordings of student/dietitian outpatient consultations, focus group participants perceived that this setting allowed the demonstration of competencies in client-centred counselling. This study found that competency development was influenced by the context of the setting, with behaviour change skills likely to be developed in outpatient settings and malnutrition assessment likely to be demonstrated in residential aged care. As Ash and Phillips stated, different settings value different competencies to different degrees. 19 In the aged care setting, the need to use an individualised approach to less restrictive diets 20 influenced the clinical supervisors' interpretation of the competency standards. These findings highlight the need to revisit clinical education curricula and consider other settings in addition to hospital sites in the ICM placement mix.
Combining hospital, outpatient and aged care settings in the one-placement mix provides students with a more varied experience. Deficiencies in transitional care during hospital discharge are evident particularly in the management of chronic disease. 21 Theoretical knowledge of an integrated health-care system becomes more meaningful through experiential learning across the continuum of care. Competent work performance will demand the flexibility to move between practice settings. 22 Additional practice settings provide students with the opportunity to reflect, create new knowledge (lifelong learning) and develop or transfer their practice. 19 There are limitations to this study. One-third of the Universities did not respond to the online survey despite design measures to maximise participation; however, at least one program from each of the Australian states participated. Dietetics is a relatively small health-care profession and the results provide a reasonable overview of current practices given the number of accredited dietetics programs nationally. The results from this study are exploratory and should be interpreted as offering expert opinion rather than indisputable fact.
Future research is required to: (i) explore new models of clinical education that equip graduates for the future demands of a consumer-led integrated health-care system; (ii) to gain a shared understanding of entry-level performance in non-hospital placements settings; (iii) to explore the implications of the use of different placement settings on graduate employment outcomes; and (iv) to determine the best ways to support new graduates in emerging areas of practice.
In order to produce competitive graduates, dietetics education needs to offer clinical placement programs that consider the demands for a flexible consumer-driven interprofessional workforce. This research has added to the body of knowledge supporting the expansion of ICM clinical placement settings to include non-hospital settings. This will require adjustments to consider the nuanced practice differences in these settings.
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